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Foreword 


O ur mandate at the Office 
for Treatment Improve¬ 
ment (OTI) is to enhance 
the effectiveness and 
quality of treatment 
services for individuals who suffer 
from drug abuse and other problems 
associated with drug abuse, 
including alcoholism and physical 
and mental illness. Broadly 
speaking, this translates into a 
mission which goes far beyond 
traditional efforts to improve the 
technology and practice of 
treatment Indeed, at its very 
heart, treatment improvement is 
the acknowledgement that we must 
secure uninterrupted access to a 
broad range of health and human 
services for all those in need of 
treatment. 

However, this concept of treatment 
improvement is also tempered by a 
number of other considerations, not 
the least of which are economic 
and fiscal constraints. The need to 
make tough decisions regarding 
quality and quantity of treatment 
services must therefore be based on 
careful planning and analysis, a 
process which begins with concise 
and objective assessments of need 
reflecting the myriad cultural 
factors and contextual issues that 


may impact on the final 
determination of community 
demand. 

This monograph is intended to be a 
tool, a menu of more than a dozen 
different methodologies designed to 
assist in developing more structured 
approaches to assessing the need 
for substance abuse treatment 
services, estimating the demand for 
services, and analyzing issues and 
problems surrounding service 
delivery. It was designed to allow 
you to fit the tool or methodology 
to the unique context of your 
community or, in the spirit of the 
■'supermarket of services 
approach, 1 ' to only select what you 
need. 

My principle hope is that you will 
use these methodologies to enhance 
your institutional capacity to 
respond to your community’s range 
of needs. I believe you will find 
this document invaluable as a tool 
and reference in your efforts to 
improve the face of treatment in 
this nation. 


Beny J. Primm, M.D. 
Associate Administrator for 
Treatment Improvement 





Executive Summary 


T his monograph presents an 
overview of different types 
of needs assessment. It in¬ 
cludes a brief history, dis¬ 
cussions of issues and 
problems, and a sketch of approaches 
and models. It also provides practical 
guidance for the State Alcohol and 
Drug Agency practitioner faced with 
decisions about whether and what to 
do in the name of needs assessment. 
The document is not, however, a de¬ 
tailed discussion of technical meth¬ 
ods, Nor is it a technical how-to-do-it 
manual. Some of these already exist 
and are identified. The discussion 
goes beyond traditional views and 
approaches to needs assessment. It 
suggests a move away from the esti¬ 
mation of global aggregate need to¬ 
ward the estimation of service 
demand and the identification and 
analysis of pressing service problems. 

Chapter 2 points out that the Lopic 
of formally estimating and assessing 
need has been the subject of intermit¬ 
tent discussion and debate for more 
than 20 years. An excessive prolifera¬ 
tion of Federal categorical mandates 
for needs assessment in the 1960s 
and 1970s led the then Department of 
Health, Education, and Welfare to 
sponsor several studies of needs as¬ 
sessment requirements, claims, and 
practices. Over a half dozen tradi¬ 
tional and familiar needs assessment 
methods were identified, including 
the use of surveys, social indicators, 
epidemiologic studies, utilization 
studies, key informants, and commu¬ 
nity forums. One critical review 
pointed out that— 

• All proposed needs assessment 


methods were intended to collect 
data, but none had a well-devel¬ 
oped set of analytics to guide the 
use of that data, 

• At their best the methods were 
ways to count or describe, needs, but 
not to assess (weigh, value, evalu¬ 
ate, or priority-rank) them, 

• T leavy emphasis was placed on 
data-based and data-driven ap¬ 
proaches but little on interactive 
social processes through which a 
range of values could be expressed 
and need could be defined, 

• Despite the conduct of thousands 
of formal needs assessments, evi¬ 
dence of their actual public agency 
use or impact was and remains 
scant and illusive. 

Trends in needs assessment philos¬ 
ophy and practice in the alcohol and 
other drug field tended to follow gen¬ 
eral trends in the human services. 
Emphasis on needs assessment sub¬ 
sided in the early 1980s with the ad¬ 
vent of the Federal Alcohol, Drug 
Abuse and Mental Health Services 
block grant. Most technical methods 
proposed for needs assessment ap¬ 
peared best suited to generating 
global estimates of aggregate need 
where accuracy and detail are not im¬ 
portant, At their very best, proposed 
methods consisted of need- estimating 
or need -counting rather than need-as¬ 
sessment techniques. 

Due to their limitations and short¬ 
fall, traditional approaches to needs 
assessment, especially comprehen¬ 
sive and heavily formalized ones, re¬ 
sulted in problematic impact on 
actual service development. As a re’ 
suit, a clear need emerged to reformu¬ 


late the purposes, tasks and activities 
of needs assessment to make them 
more realistic, feasible, and useful. 

Chapter 3 begins a reformulation 
of needs assessment by examining a 
basic set of issues and problems: 

• There are a number of alternative 
and possibly competing reasons or 
motives for undertaking formal 
needs assessment, including to im¬ 
prove program planning and 
resource allocation; to generate in¬ 
formation for advocacy purposes; 
Lo respond to external mandates; 
to justify decisions already made 
as a form of ex post facto account¬ 
ability; lo advance research and de¬ 
velopment work on needs 
assessment; to display technical 
competence; or to verify, confirm, 
or enhance information on needs 
that is already available. One of 
the most important steps in ap¬ 
proaching needs assessment is to 
try to establish which of the sev¬ 
eral reasons or motives, if any, are 
most appropriate in a specific 
situation. 

■ A wide array of different functions 
is proposed fur formal needs as¬ 
sessment: 

- Defining the term need, which 
is basically empty. 

- Operationalizing need in terms 
of specific substance abuse treat¬ 
ment criteria, 

- Estimating the incidence and 
prevalence of alcohol and other 
drug problems. 

- inferring or imputing service re¬ 
quirements based on estimates 
of need. 
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- Inventorying and evaluating ex¬ 
isting service capacity, 

- Comparing estimated need to 
existing capacity fur the pur¬ 
pose of identifying gaps. 

- Designing service programs to 
fill identified gaps. 

This long list of functions is 
overly ambitious and unrealistic. 
Thus, another important early step 
in needs assessment is to choose 
reasonable and feasible functions. 

• Need means the absence of some¬ 
thing required or desirable. 

Though the term is used widely in 
daily life it has no simple opera¬ 
tional meaning. It must be defined 
in relative and comparative terms 
(e.g,, the needs of A compared to 
those of B). Needs do not automati¬ 
cally show themselves but must be 
specified in particular service 
areas like substance abuse. 

• The universe of relevant need in 
the alcohol and other drugs field is 
complex. Finding tools and meth¬ 
ods to adequately distinguish 
among significant and relevant 
subgroups is difficult. 

• Needs assessment is routinely car¬ 
ried out in all States all the Lime 
though usually through processes 
and activities related to budget, 
program, legislative, and policy 
development. Alcohol and Drug 
Abuse Agency directors point out, 
"That is part of our job as a public 
agency." 

• Wide variability in key conditions 
and circumstances across the 
States argues for tailored and fit¬ 
ted approaches to service need, de¬ 
mand, and problems. 

• The degree of effectiveness of a 
substance abuse service influences 
how valuable needs assessment 
data might be. llie less effective a 
service, the less useful needs as¬ 
sessment data may be, and vice 
versa. Many Alcohol and Drug 
Abuse Agency directors stress the 
importance of better information 
on treatment effectiveness, 
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• Other selected issues relate to the 
fact that values are deeply in¬ 
volved in the formulation, con¬ 
duct, and use of needs assessment; 
that need data are not free but use 
up resources; that the role of gov¬ 
ernment in assessing or filling par¬ 
ticular defined needs is a matter of 
philosophy, politic s, and policy; 
and that considerations of equity 
(like fair shares) may override the 
dictates of formal needs assess¬ 
ment data. Finally, interactive ap¬ 
proaches appear essential to 
balanced needs assessment since 
they permit the articulation of a 
range of social values, promote the 
social learning required for consen¬ 
sus building, and are more open to 
public scrutiny and cross-checking 
than most technical methods, 

AH these considerations point to 
the need for a reformulation of needs 
assessment. That includes acknowl¬ 
edging the importance of considering 
demand for services along with need 
and of addressing and analyzing 
service problems as well. 

Chapter 4 describes the purposes 
and logic of a set of 12 basic alterna¬ 
tive models or approaches to service 
needs, demands, and problems. Se¬ 
lected advantages and disadvantages 
of each model are listed. The models 
include: 

Comprehensive Planning Gap 
Model 

Informed Professional Judgment 
Model 

Population-Based Model 
Utilization-Based Demand Model 
Interactive Interagency Demand 
Model 

Problem Identification and 
Analysis Model 
Performance Model 
Government Share Model 
Ethnographic or "Street Studies" 
Model 

Survev Model 
Indicators Model 
Formula Model 
Other Models 


The Mixed Model 
A more detailed description is pro¬ 
vided of the Interactive Interagency 
Demand Model employed in Oregon 
to show that a range of useful and 
practical models are already em¬ 
ployed by State agencies beyond 
those traditionally proposed foT 
needs assessment purposes. 

In reality. States do not employ 
pure models, but rather adapt ele¬ 
ments and features of several models 
to their unique circumstances and re¬ 
quirements. They create mixed mod¬ 
els. A set of nine criteria for a useful 
and workable mixed model is pre¬ 
sented. 

Chapter 5 summarizes, consoli¬ 
dates, and extends the guidance men¬ 
tioned or implied earlier. In brief 
summary: 

• Keep the several alternative and 
sometimes competing motives and 
functions of needs assessment in 
mind, 

• Be modest in expectations about 
the results of needs assessment, 

• Use a combination of both formal 
calculation and social interaction 
mechanisms for needs assessment. 

• Use a reasonable budget con¬ 
straint when establishing priorities 
among competing needs to avoid 
piehn-the-sky results. 

• Acknowledge and deal openly 
with the values involved in needs 
assessment. 

• Make cost-benefit estimates of the 
likely value of a specific needs as¬ 
sessment, 

• Fit needs assessment tools and ap¬ 
proaches to specific concrete State 
and local circumstances, 

• Consider use of a problem/issue 
paper as a prelude or alternative 
to formal needs assessment. 

• Do not abandon common sense. 
The appendixes contain a set of se¬ 
lected suggested readings, a list of na¬ 
tional data sources of possible 
relevance to needs assessment, and a 
list of interviewees consulted for this 
publication. 





Chapter 1—Introduction 


T his monograph presents an 
overview of needs assess¬ 
ment ineluding a brief his¬ 
tory and discussions of 
issues, problems, and alter¬ 
native approaches and models. It 
also presents practical guidance for 
the State Alcohol and Drug Agency 
practitioner faced with decisions 
about whether and what to do in the 
name of needs assessment. This docu¬ 
ment is not, however, a detailed dis¬ 
cussion of technical methods. Nor is 
it a technical how-to-do-it manual. 
Some of these already exist and are 
identified in appendix A. The guid¬ 
ance goes beyond traditional views 
and approaches to needs assessment. 
It suggests a move away from the es¬ 
timation of global aggregate need to¬ 
ward the estimation of service 
demand and the identification and 
analysis of pressing service problems. 
Chapter 2 provides a brief history 
of needs assessment in the human 
services and in the alcohol, drug 
abuse, and mental health areas. Some 
of the persistent limitations and pit¬ 
falls of needs assessment are identi¬ 
fied. Chapter 3 attempts to put needs 
assessment into perspective by identi¬ 
fying competing alternative purposes 


and functions. It clarifies the general 
universe of need in the substance 
abuse area and identifies several is¬ 
sues that substantially influence 
what can be expected from formal 
needs assessment; for example, serv¬ 
ice effectiveness and social values. 
This part concludes that it is neces¬ 
sary and useful to reformulate needs 
assessment by shifting from notions 
of global need to those of demand 
and service problems. 

Chapter 4 briefly identifies a 
dozen alternative models (ap¬ 
proaches) that could be employed for 
needs assessment purposes. Selected 
advantages and disadvantages of 
each model are identified. An interac¬ 
tive interagency demand model used 
in Oregon is described in greater de¬ 
tail Chapter 5 summarizes guidance 
about needs assessment presented 
throughout the book. It also sets out 
an outline of a problem/issue paper. 
Appendix A lists a small set of sug¬ 
gested readings that the interested 
practitioner might pursue. Appendix 
B briefly describes several national 
data sources that might prove useful 
as States pursue services develop¬ 
ment, Appendix C lists the inter¬ 
viewees. 


1 










Chapter 2—Background 


ormally estimating and 
assessing need for public 
agency human services has 
been a topic of intermittent 
discussion, study, and 
debate for more than 20 years. A 
brief historical perspective will antici¬ 
pate some of the methods, issues, 
and questions that the public agency 
practitioner encounters when trying 
to decide whether and what to do in 
the name of needs assessment. 

Brief Background 

Needs assessment as a phrase 
came into use in the mid-1960s. Fed¬ 
eral laves and regulations often man¬ 
dated some type of needs assessment 
as a precondition for financial sup¬ 
port or as an element of required 
planning, usually at the State level. 

Concerned by the proliferation of 
vague, ambiguous, and expensive 
sets of requirements, the Office of the 
Assistant Secretary for Planning and 
Evaluation, U,S. Department of 
Health, Education, and Welfare 
(I TEW), sponsored several studies of 
needs assessment requirements, 
claims, and practices. Results of these 
studies led HEW to begin to elimi¬ 
nate program mandates for needs 
assessments. The advent of block 
grants eliminated needs assessment 
requirements in major program areas 
such as social services, health plan¬ 
ning, substance abuse, and mental 
health. 

Needs assessment purposes were 
originally construed broadly to span 
the improvement of planning, 
resource allocation, and program 


development. Suggested needs 
assessment methods included a 
broad array of familiar tools and ap¬ 
proaches drawn together under one 
label. More than a dozen methods 
proposed for use in needs assessment 
are listed in table 1 (Kimmel 1983). 

Heavy early attention was given, 
especially in the mental health field, 
to the use of surveys, social indica¬ 
tors, prevalence studies, forums, key 
informants and service data (NIMH 
1988a). Table 2 describes and briefly 
lists some apparent advantages and 
disadvantages of five of these 
approaches. Surveys and social indi¬ 
cators are discussed again later. 

One critical review of needs assess¬ 
ment methods (Kimmel 1977) led to a 
range of conclusions: 

■ All the proposed needs assess¬ 
ment methods were familiar and 
were largely intended to collect 
data. None had a well-developed 
set of analytics to guide what 
should be done with the resulting 
data. There veere no organizing 
theories or frameworks to guide 
use. 

• At best the proposed methods rep¬ 
resented possible ways to count or 
describe needs. None provided a 
way to assess (weigh, value, evalu¬ 
ate, or priority rank) them or to for¬ 
mulate effective service programs 
to meet them. Of the two terms in 
needs assessment, the assessment 
component was never satisfacto¬ 
rily resolved. 

• Heavy emphasis was usually 
placed on data-based and data- 
driven approaches to needs assess¬ 
ment and little on broad-based 



interactive processes and 
approaches (beyond forums) 
through which estimates could be 
appraised or assessed or priority- 
ordered in terms of the active com¬ 
peting values of a public agency, 
its constituencies, and its public 
environment. 

• Despite the fact that thousands of 
formal needs assessments had 
been performed, the evidence of 
their actual public agency use or 
impact was scant and illusive. 

* Finally, a number of basic issues 
related to values, validity and reli¬ 
ability, cost, and the misfit of some 
proposed needs assessment meth¬ 
ods to the dynamic political con¬ 
text of a public agency were raised 
(Kimmel 1983). Some of these 
issues are discussed below. 

Needs Assessment 
Activities in 
Substance Abuse 

Prescriptions for needs assessment 
methodology in the alcohol and 
other drug field in the 1970s and 
early 1980s seemed to follow general 
trends in the human services. 

Alcohol 

Near the end of Federal categori¬ 
cal grant mandates, the National 
Institute on Alcoholism and Alcohol 
Abuse (NTA A A) funded a report pre¬ 
pared by staff at the General Electric 
(Gh) Alcohol Epidemiologic Data 
bystem (AFPb), This state-of-the-art 
report "Current Practices in Alcohob 
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Table 1, Alternative approaches to needs assessment identified in the 
literature 


Gathering opinions and judgments 

Key informants (knowledgeable individuals and experts) 

Community forums (discussion meetings of any set of community 
members) 

Public hearings (with any set of lay or expert witnesses) 

Community and political leaders 

Croup processes (e.g., a semistructured process such as the nominal 
group method) 

Collecting service statistics 

Utilization data and rates 
Caseload and workload data 
Grievance and complaint data 
Waitlist data 

Service data in existing management information systems 

Ep idett i i ologic s tudies 

(systematic studies of the origins of problems, especially health 
problems) 

Studies of the incidence and prevalence of problems 
(e g , of disease or handicapping conditions) 

Social indicators 

(use of quantitative measures of variables, e,g,, unemployment, crime, 
schooling, income, prices, housing) 
jVOTE; Indicators am be derived from descriptive sociodemographic data like census 
da in. 

Sundays 

Formal general population sample survey (may be conducted directly 
or through telephone or mail questionnaires) 

Formal subpopulation sample survey (e.g,, of a locality, an age group, 
or a service population) 

Selective special interviews with service patients, providers, 
practitioners, agency officials, etc. 

Secondary analysis of existing studies or sets of organized data 

Combinations of the above 


ism Treatment Needs Estimation" 
(AED5, 1981) identified a wide array 
of approaches employed by the indi¬ 
vidual States, including frequent use 
of formulas (especially those by 
Marden and Jellinek), treatment pop¬ 
ulation data, social indicators, alco¬ 
hol problem indicators, experts, 
surveys, and forums. Importantly, 
the report also presented a critique of 


many of the existing formulas All, 
including those of Jellinek and 
Marden, suffered from significant 
limitations. 

GE concluded that there was ris¬ 
ing dissatisfaction with many meth¬ 
ods, especially reliance on treatment 
population data. States were 
reported to be either satisfied with 
their existing approaches or were 


looking at those of other States. No 
one single best approach or method 
was identified. In general: 

Epidemiologists and planners have 
continued to develop and refine tech¬ 
niques over the last several decades, 
but their efforts have not resulted in 
an integrated needs assessment meth¬ 
odology.,, It should become evident 
that effective needs assessment 
requires a combination of scientific 
and political craftsmanship with a 
heavy dosage of old-fashioned prag¬ 
matism. (AEDS 1981, pp. ii-iii) 

Additional work funded by 
N1AAA resulted in an AEDS model 
in 1982, which is currently being 
updated with data from 1980-85, 
Despite limitations identified in 
appendix B, this model may be the 
best single source for a variety of 
data that can be used at the State and 
county level. 

Drug Abuse 

Since 1975, the National Institute 
on Drug Abuse (KTDA) has funded a 
national survey on drug abuse 
among high school seniors and a 
national household survey on drug 
abuse, 'These surveys are among the 
best national data sets on drug abuse 
(see appendix B), 

In the mid-1980s, a few meetings 
on needs assessment were held by 
N1DA with interested parties. Several 
papers for a possible hook or manual 
were drafted. No further work on for¬ 
mal needs assessment in drug abuse 
has reportedly occurred at the Fed¬ 
eral level. A number of additional 
nationally sponsored drug use data 
sources are identified in appendix B> 
With the advent of the Federal 
Alcohol, Drug Abuse and Mental 
I lealth Sendees (ADMS) Block Grant, 
attention to needs assessment in the 
substance abuse area at both Federal 
and State levels subsided. Formalized 
needs assessment has not been an 
active topic at the State level, 
although a number of mixed, interac¬ 
tive and practical approaches have 
emerged. Some of them arc discussed 
later. 
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Mental Health 

Though they are beyond the scope 
of this monograph/ a brief look at 
needs assessment activities in the 
mental health field will be instructive. 

Formalized methods for needs 
assessment in mental health have 
been emphasized for years. A large 
share of the early literature on needs 
assessment was first developed in 
this field. The State Mental Health 
Plan Act of 1986 does not, however, 
include a specific mandate for needs 
assessment as a part of federally 
funded planning, though a variety of 
needs assessment activities are rou¬ 
tinely undertaken at the State level. 
Needs assessment is mentioned 
briefly but is not elaborated in "A 
Model Plan" developed by the 
National Institute of Mental Health 
(NIMH) (1987), A supporting docu¬ 
ment on planning data (NIMH 1988c) 
calls needs assessment a first step in 
a gap model for resource allocation. 

A variant of the gap model is out¬ 
lined below. 

The director of the NIMH State 
Plan activity believes that some 
States carry data-based and data- 
driven approaches well beyond their 
usefulness to the neglect of several 
other important activities like ensur¬ 
ing that needs of current patients are 
actually met with adequate services 
and that plans developed are indeed 
implemented, 

A few research efforts are still 


directed at needs assessment. Per¬ 
haps most significant is the current 
work of Ciarlo and colleagues (in 
press) at the University of Denver. 
Noting that most of the technology 
currently in use for assessing need 
for services is "crude at best," 

Ciarlo's group is evaluating six proto- 
typic social indicator-type models of 
needs assessment on some subareas 
in Colorado, These models have been 
used widely but reportedly never val¬ 
idated or systematically compared to 
each other in terms of common crite¬ 
rion measures. The researchers have 
concluded that some of these models 
are or have the potential to be more 
accurate than flat-rate methods. 

Finally, NIMII has published a 
report titled Nerds Assessment: Its 
Future (1988/;), Though its authors 
continue to advocate formal needs 
assessments, this monograph 
acknowledges many of the basic 
problems with needs assessment. It 
proposes "a research program for the 
next decade" including research on 
what problems are actually suscepti¬ 
ble to needs assessment, feasible and 
economical direct measures of need, 
low-cost direct measures of service 
use and longitudinal studies of need, 
demand, and use (NIMH 1988/;), 

Conclusion 

Needs assessment has had an 
uneven history of use and a spotty 
reputation. Each of the methods or 


approaches proposed for use has sig¬ 
nificant limitations. Technical meth¬ 
ods (e.g„ social indicators or 
formulas) have been widely pro¬ 
moted in the alcohol, drug abuse, 
and mental health areas. The value of 
inteructwe approaches has been less 
well understood and acknowledged. 

Quantitative, technical 
approaches, especially formulas, 
have substantial weaknesses and lim¬ 
itations. Most technical methods 
appear best suited to generating 
global estimates of aggregate need 
where accuracy is not important. Few 
of the methods have been very satis¬ 
factory for making reliable estimates 
at more local levels (e.g., States, coun¬ 
ties, and localities) without the expen¬ 
diture of substantial sums (e,g,, for 
epidemiologic surveys). 

Importantly, none of the proposed 
technical methods has resulted in 
acceptable assessment (valuation, 
weighting, priority-ranking) of 
needs. At their very best, they are 
need-estimating or need-counting 
rather than need-flssessweHf tech¬ 
niques. Similarly, none of the formal 
methods appears to help much with 
the crucial and basic task of translat¬ 
ing needs into concrete, effective, 
operating service programs. 

The shortfall of formalized needs 
assessment, especially of technical 
approaches, appears due to a variety 
of basic issues and problems. The 
next chapter puts needs assessment 
into a broader perspective. 
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Chapter 3—Putting Needs 
Assessment Into Perspective 


ome of the limitations, confu¬ 
sion, and difficulties associ¬ 
ated with formal needs 
assessment arise from a vari¬ 
ety of sources, ranging from 
competing motivations for undertak¬ 
ing formal needs assessment to issues 
of social values and political 
philosophy. 

Competing 
Reasons for Needs 
Assessment 

In practice, there are a number of 
alternative and sometimes competing 
reasons or motivations for carrying 
out formal needs assessment activi¬ 
ties in the first place. 

• To improve program planning and 
resource allocation. This can be done 
by attempting to increase the accu¬ 
racy and detail of estimates of 
unmet need and by converting esti¬ 
mates of need into the services 
required to meet them. This is the 
reason offered most often by advo¬ 
cates of rational formal (technical) 
approaches to needs assessment. 
Under this rationale, formal needs 
assessment is not only an integral 
part of planning but indeed the 
very first step. Planning should be 
in turn, it is suggested, the very 
first step of resource allocation. 
There is, however, a second and 
possibly conflicting purpose of for¬ 
mal needs assessment—advocacy. 

• To generate information for advocacy 
purposes. In a technically oriented 


world, data and information that 
support a case or position of advo¬ 
cacy can be highly desirable. The 
methods of needs assessment may 
be one way to secure that informa¬ 
tion. But information for advocacy 
purposes is not gathered or used 
in a wholly objective way that lets 
the chips fall where they may. 
Rather, data and information are 
carefully selected to support a 
position, confirm a claim, or illus¬ 
trate a point. 'Ibe purpose is to put 
the best face on whatever informa¬ 
tion is available. Jf this monograph 
were devoted to alternative 
approaches to advocacy rather 
than to needs assessment, we 
would be stressing a rather differ 
ent range of methods and tech¬ 
niques for making a case in a 
dramatic, emotion-evoking way. 

The use of information and data 
can, and usually does, serve more 
than one purpose at a time. But dif¬ 
ferent rationales or motivations for 
undertaking some variety of need 
(or demand) estimating activity 
may lead down divergent paths. 
There appears to be tension in the 
needs assessment literature. The 
public justification for needs 
assessment may be to increase 
"rationality" (whatever that might 
mean), while the underlying 
motive may be to improve advo¬ 
cacy, Or there may be additional 
reasons like the next one. 

• To respond to external mundates. In 
an intergovernmental setting, an 
activity like planning, evaluation. 


or needs assessment may be under¬ 
taken to satisfy the mandated 
requirements of a higher level of 
government or of another funding 
source. Under these conditions, 
the tendency may be to supply 
what is considered adequate and 
satisfactory regardless of its 
immediate utility or meaningful¬ 
ness. In the late 1960s and early 
1970s, it appears that many of the 
planning and needs assessment 
activities undertaken by State gov¬ 
ernments in response to Federal 
mandates were in the spirit of com¬ 
pliance planning or compliance 
needs assessment. 

Since a wide array of activities 
have been identified as legitimate 
parts of needs assessment, a juris¬ 
diction could respond to a general 
external mandate lor needs assess¬ 
ment by doing almost anything 
useful and labeling it need s assess¬ 
ment: a survey, a meeting, talking 
to experts, a study, or analyzing 
data. Minimal needs assessment 
for the sake of compliance with an 
external mandate is different from 
that necessary to enhance rational¬ 
ity or to improve advocacy. 

• To justify decisions already made. 

While planning is oriented to sup¬ 
plying the rationale for action to 
be taken in the future, agencies are 
occasionally required to supply a 
rationale for actions already taken. 
Lending concrete detail, quantita¬ 
tive justification, or other support¬ 
ing evidence to decisions taken on 
other grounds may involve apply- 
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ing some of the methods of needs 
assessment or drawing on the 
results of past needs assessment 
activities. Justification of decisions 
already taken can be viewed as a 
variety of ex post facto account¬ 
ability. 

* To advance research and development 
work on needs assessment. Some of 
the work done in the name of 
needs assessment is applied 
research. Devoted to improving, 
validating, or refining methodol¬ 
ogy, needs assessment research 
may be carried out by a university 
(e.g,, Ciarlo in press) or other 
research organization. Needs 
assessment inspired for research 
purposes may take longer than 
public agencies would prefer; is 
typically concerned with a greater 
degree of methodological rigor, 
refinement, and elegance; and 
may be oriented to publication in 
an academic discipline rather than 
to the pressing practical concerns 
of the public agency practitioner. 

* 7b confirm or enhance information. 
Another possible use of formal 
needs assessment is to verify infor¬ 
mation on needs already identified 
through a variety of other sources, 

* To display technical competence. A 
final alternative reason or motive 
for cany ing out needs assessment 
activities might be to demonstrate 
technical facility as part of a 
general show of bureaucratic 
competence. 

It is obvious from this list that dif¬ 
ferent reasons or motives will carry 
needs assessment in one direction 
rather than another. Mandates may 
lead to minimal compliance. Needs 
assessment research tends toward a 
high degree of refinement. Advocacy 
requires a selection of dramatic and 
persuasive results. It is not surpris¬ 
ing, therefore, that one of the most 
important steps in approaching 
needs assessment is to try to establish 
which of the several reasons or 
motives, if any, are most appropriate. 
Why does the alcohol and drug 


abuse agency want to undertake 
needs assessment in the first place? 

Alternative 

Functions 

Beyond a number of alternative 
motives or reasons, the phrase needs 
assessment has also been used to 
refer to a wide array of different func¬ 
tions that a public agency might 
perform: 

* Defining need (discussed more 
fully below) 

* Operationalizing the concept in 
terms of specific substance abuse 
criteria (e.g., WTiat is abuse? Addic¬ 
tion? Alcoholism?) 

* Determining or estimating the inci¬ 
dence and prevalence of alcohol 
and other drug problems accord¬ 
ing to specified criteria in a given 
population group 

■ Inferring or imputing service 
requirements based on estimates 
of need 

* Inventorying existing services that 
might satisfy identified needs 

* Comparing patterns of existing 
services with inferred or imputed 
serv ice requirements for the pur¬ 
pose of identifying gaps 

* Designing service programs to fill 
identified gaps (See AEDS1981; 
NIMH 1988c; United Way 1987 ) 
This list of needs assessment func¬ 
tions is long and diverse. It covers 
nearly the entire spectrum of tradi¬ 
tional planning and program devel¬ 
opment, The experienced agency 
practitioner will readily see that the 
list is overly ambitious and unrealis¬ 
tic. All these functions cannot be per¬ 
formed through formal needs 
assessment. Practitioners must 
choose among them. Some recent pro¬ 
ponents have retreated from ambi¬ 
tious claims and purposes for needs 
assessment to the more narrow and 
technical, but still difficult, task of 
estimating needs in a given popula¬ 
tion group (number 3 above). They 
leave the elaborate assessment func¬ 


tions of needs assessment to other 
processes and methods. 

Vague and 
Ambiguous Terms 

Though the word need is used 
widely in daily life, it does not have a 
simple operational meaning in the 
human services. Instead, the term 
refers to the absence of something 
considered necessary or desirable. It 
is unbounded. Especially in a plural¬ 
istic and democratic politico- 
economic system, the term must be 
defined socially, professionally, and 
politically: What needs? Whose 
needs? The term need is also relative 
and must be defined against a stand¬ 
ard or in comparative terms (the 
needs of A compared to those of 13), 

In short, needs do not automatically 
show themselves but must be 
defined in terms of particular human 
service interests like alcohol and 
drug abuse. These problem condi¬ 
tions must be operationalized, in 
turn, in terms of notions like level of 
functioning, severity, and other phys¬ 
ical and behavioral indicators and cri¬ 
teria. Defining publicly recognized 
and accepted needs usually involves 
processes of inquiry, value articula¬ 
tion, social learning, and consensus 
building. 

Universe of 
Relevant Need 

Some of the complexity of estimat¬ 
ing the size and nature of substance 
abuse problems to which public 
resources might usefully be directed 
is reflected in figure 1, It shows the 
total population of any given area 
(e g,, a State) and, through a set of 
nested circles (Venn diagrams), a suc¬ 
cession of subpopulation groups that 
might or might not be the target of 
some public agency alcohol and drug 
service program. (Note that the rela¬ 
tive size of the circles is arbitrary and 
is not intended to indicate the propor- 
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tional size of the group within.) The 
circles represent the following; 

1. The total population of an area 
(e.g., a State) 

2. The subpopulation of all individu¬ 
als who use alcohol and other 
drugs whether or not use creates 
problems 

3. The subpopulation at risk of 
substance abuse, addiction, or 
dependence 

4. Substance abusers, dependents, 
and addicts; i,e., those with seri¬ 
ous problems that appear to war¬ 
rant treatment (including both 
cases where existing treatment can 
be expected to work and where it 
might not) 

5. The group of substance abusers 
and addicts in treatment either vol¬ 
untarily or under coercion 

6. The group that requires govern¬ 
ment provision or financing of 
treatment services 

7. The group for whom treatment is 
inadequate or ineffective 
Finding tools and methods of 

needs assessment that adequately dis¬ 
tinguish among these and related 
subgroups is difficult. All specialists 
who have turned to the problem of 
estimating the prevalence of service 
need in the alcohol and other drug 
field testify to the complexity and dif¬ 
ficulty of the task (see AEDS 1981; 
NIMH 1988/7), 

Needs Assessment 
Is Routine in 
The States 

Needs assessment functions like 
those listed above are carried out rou¬ 
tinely in all States all the time, 
though they do not always take 
explicit formalized form. Processes 
and procedures for budget, program, 
and legislative development, for 
example, routinely involve or result 
in assessments of need. As one State 
director pointed out: "That is part of 
our job as a public agency." Formal 
needs assessment activities under¬ 
taken in a State's Alcohol and Drug 


LEGEND: 

1* Total population 

2, Users 

3. Users at risk 

ii:£: 4; $erious abusers and addicts 


Abuse Agency (e.g„ surveys, key 
informants) are used selectively to 
supplement the State's established 
processes for program development, 
not to displace them. 

Wide Variability 
Across the States 

Substantial variation in key condi¬ 
tions and circumstances related to 
the public provision of substance 
abuse services exists across the 
States, Uniform approaches are nei¬ 
ther appropriate nor productive. 


5. :: In treatment ^voluntary orcoerced 

6. Require public funding 

7. ;: Treatment Inadequate or ineffective 


Methods and approaches to program 
development (including the use of 
needs assessment) must be tailored 
and fitted to concrete individual 
State circumstances. This advice is 
consistent with the wddely asserted 
conclusion that "there is no one best 
way" to do needs assessment. 

Service 

Effectiveness 

Many (most) past approaches to 
needs assessment assume that exist¬ 
ing or new T services are effective and 
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will automatically fill unmet needs, 
but the degree of actual service effec¬ 
tiveness partly determines the value 
of needs data. If, for example, serv¬ 
ices were at or very near a "0" level 
of effectiveness, the relevance, utility, 
and urgency of needs data would be 
problematic. If, by contrast, services 
operate at a 100-percent level of effec¬ 
tiveness , refined need data would 
appear much more useful. In princi¬ 
ple, the utility of need data for pro¬ 
gram development purposes will 
vary as established levels of program 
effectiveness vary. Many State Alco¬ 
hol and Drug Abuse Agency direc¬ 
tors interviewed for this publication 
stressed the importance of better 
information about treatment effec¬ 
tiveness. Some believe that putting 
effort into patient outcome evalua¬ 
tion is far more important than refin¬ 
ing estimates of need. 

In a recent address to the National 
Council on Alcoholism, Inc , Enoch 
Cordis, director of NIAAA, argued 
for a greater investment in alcohol¬ 
ism research by underscoring limita¬ 
tions on the efficacy of existing 
treatment services. He spoke of the 
"misleading message that we have all 
been putting out... that treatment is a 
solved problem, and that the main 
issue in treatment is motivation and 
referral" (Cordis 1989) 

Pointing to the "very high relapse 
rate in our field/' Cordis continued: 

I think we all know that only a 
minority of patients do very well, 
while the majority either bounce 
from one treatment to another with 
some periods of sobriety or disap¬ 
pear altogether from the treatment 
world. These are the facts! 

Stating that this situation should 
not be embarrassing and that "things 
are not different for most patients 
with cancer," Gordis urged more 
basic and treatment research: 

The solution to the problems in the 
treatment world, I believe, is to do 
better treatment research and to rig¬ 
orously evaluate existing treatments. 

The public knows that we don't 
have all the answers to treatment 
right now, either in cancer or in 


alcohol and other drug abuse and 
dependence. 

In a January 29,1990 press release, 
the president of the National Associa¬ 
tion of State Alcohol and Drug Abuse 
Directors emphasized the need both 
to expand treatment capacity and to 
improve the quality of treatment 
services: 

Drug and alcohol treatment pro¬ 
grams throughout the United States 
are currently straining to meet two 
equally pressing demands; do more 
and do it better. 

Improving the effectiveness of 
existing programs is a way to 
increase service productivity and to 
free capacity for new patients. It also 
provides a strengthened basis for 
advocating new services. 

Selected Issues 
Posed by Needs 
Assessment 

Beyond the concerns already dis¬ 
cussed or implied lie other issues that 
are often skirted or ignored. They 
relate, for example, to values, the cost 
of data, the role of government, and 
equity. 

Values Are Deeply 
Involved 

Early formulations of needs assess¬ 
ment rested on the faulty premise 
that needs assessment could some¬ 
how be value free or value neutral. 

But values are deeply involved in 
meaningful need estimating and pro¬ 
gram development. Important value 
issues are raised by these questions: 
What needs? Whose needs? What 
services? Who should provide serv¬ 
ices? Who pays? What is a proper 
role for government? Technical meth¬ 
ods for needs assessment are inade¬ 
quate for satisfactory value 
articulation and consensus building. 
Interactive methods are more useful 
for this purpose. 


Need Data Are Not Free 

Tike lunches, there are no free 
data. And the more sophisticated and 
elaborated the data, the more expen¬ 
sive it wall be. As a consequence, 
cost/benefit considerations are 
important in selecting approaches to 
needs assessment. I hey are rarely dis¬ 
cussed in needs assessment manuals. 
Costs are especially high for elabo¬ 
rate surveys. Ciarlo (in press), for 
example, reports that surveys done 
for his study to establish the true 
prevalence of mental health prob¬ 
lems defined in terms of Diagnostic 
and Statistical Manual (DSM) III diag¬ 
nostic criteria cost over $700,000 to 
generate need rates for only 48 (or 6,4 
percent) of 75'1 small geographic 
areas in Colorado. Ciark/s research is 
directed, however, to identifying less 
costly, indirect w ays to develop esti¬ 
mates of need. 

Role of the Government 

Even if unmet need could be fully, 
validly, and operationally defined, 
the role of State government in a 
mixed profit, nonprofit, public Fed¬ 
eral system in meeting that need is a 
matter of, for example, philosophy, 
politics, policy, and available 
resources. These factors vary from 
State to State. Should a specific alco¬ 
hol and drug abuse public agency be 
concerned with estimating all service 
needs in a State or only that portion 
for w T hich it is responsible? 

Equity 

In principle, popular democratic 
government in the United States is 
oriented to rough notions of equity 
and fairness, A public agency is nor¬ 
mally expected to try over time to dis¬ 
tribute attention and resources across 
an array of public problems and con¬ 
cerns and not to systematically favor 
only one or a few. Recommendations 
based on need data alone may be, 
and often are, overridden by other 
criteria like "fair shares" or by larger 
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political considerations. Strictly tech¬ 
nical methodologies for formal needs 
assessment, like social indicators, do 
not normally take equity and value 
considerations openly and effectively 
into account. Broad-based interactive 
approaches, by contrast, may pro¬ 
vide the vehicle for the expression 
and consideration of an enlarged 
array of values, claims, and concerns. 

Calculation Versus 
Interaction 

Early advocates of needs assess¬ 
ment emphasized methods of formal 
calculation (like social indicators and 
formulas) over those of social interac¬ 
tion (like group processes, commu¬ 
nity forums, and political decision¬ 
making processes such as those in 
State legislatures). Formal calculation 
methods have the appearance of 
being hard because they are intended 
to generate quantitative output or 
results. Interactive methods appear 
soft because they operate through 
processes, though they may also 
result in quantitative results. While 
formal methods of calculation are 
often promoted for their objectivity, 
here are a variety of reasons why 
interactive methods are essential to 
balanced and value-sensitive needs 
assessment: 

* Technical methods do not directly 
handle the articulation and aggre¬ 
gation of an array of social and 
political values that are normally 
latent in public agency 
decisionmaking, 

* Interactive processes are better at 
facilitating exchanges of fact and 
opinion and at promoting the 
social learning that is a precondi¬ 
tion for consensus building, 

* An interactive process with a 
diversified base of participation 
will ordinarily bring a wider array 
of facts, opinions, and values to 
bear on a needs assessment subject 
than the typical technical 
approach. 

* Several interviewees pointed to 
the fact that interactive processes 


tend to be public and open to the 
scrutiny and cross-checking of its 
participants. Technical 
approaches, by contrast, tend to be 
private and the resulting data are 
the product of the technician's 
private manipulations and 
adjustments. 

Need To 

Reformulate Needs 
Assessment 

This list of considerations and 
issues identifies some of the reasons 
why past needs assessment activities, 
especially those that were com¬ 
prehensive and heavily formalized, 
resulted in problematic impact on 
actual service development. There is 
a clear need to reformulate the tasks, 
activities, and purposes of needs 
assessment to make them more realis¬ 
tic, feasible, and useful. This involves 
moving beyond notions like global 
need toward targeted service 
demand and concrete service 
problems. 

Most past writing on needs assess¬ 
ment distinguished sharply between 
the concepts of need and demand by 
favoring the former and criticizing 
the latter as narrow. The matrix in fig- 


Figure 2. Need and demand matrix 


ure 2, however, shows that need, like 
demand, may be expressed, imputed 
(attributed), or latent (unexpressed). 
Similarly, demand may be effective 
because there is money available to 
satisfy it, or not effective because 
there is none. The same holds for 
need. With these distinctions in 
mind, it is clear that the domains of 
both need and demand are similar. 

In contrast to need and demand, 
the notion of problem refers to an 
issue, question, or situation that is 
perplexing or difficult to deal with or 
handle. In the substance abuse areas, 
recent problems have included a 
crack epidemic; addicted babies; 
AIDS transmission related to intrave¬ 
nous drug use; minor offenders with 
multiple alcohol, drug abuse, and 
mental health problems; and the 
homeless alcoholic or drug abuser. 

These problems all have aspects 
that may relate to service need and 
service demand. But a problem 
viewed from a systems or holistic 
point of view consists of more than 
just need and demand. It typically 
has origins and history. It also has a 
structure and interdependent and 
interacting parts or variables. A prob¬ 
lem also has causes or determinants, 
knowledge of which helps specify 
possible remedies or cures, A prob- 


Expressed Imputed Latent 

(Attributed) (Unexpressed) 


Need 

Effective 

Not 

effective 




Demand 

Effective 

Not 

effective 
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lem has a dynamic and possibly a 
pattern of evolution or course. 
Finally, problems can usually be 
attacked from a number of different 
angles. Experienced practitioners 
know that public agencies typically 
confront problems that they are 


asked (or forced) to address, attack, 
or ameliorate. Several models identi¬ 
fied later are oriented to service 
demand and to service problems rather 
than need, 

Vischi (personal communication) 
reminds us, however, that whatever 


formal approaches we might employ, 
notions of service need, demand, and 
problem cannot usually be defined 
sharply. As a consequence, we are 
inhibited from the development of 
precise, definitive numbers and statis¬ 
tics about them. 
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Chapter 4—Alternative Models 


I nterviews with State Directors 
revealed a variety of practical 
alternative approaches to prob¬ 
lems, needs and demands that 
are used by State Alcohol and 
Drug Abuse Agencies. Some models 
attempt direct estimates of need (e.g., 
surveys) while others rely on an indi¬ 
rect approach (e.g,, the indicators 
model). Some models focus only on 
need (e.g., the gap model). Others 
focus on demand (e.g., the utilization- 
based demand model). Several focus 
on problem analysis. Table 3 lists and 
briefly compares 12 alternative mod¬ 
els. Figure 3 compares several mod¬ 


els in terms of the basic activities of 
formal calculation and social interac¬ 
tion. The models are individually 
described below and discussed in 
terms of selected apparent advan¬ 
tages and disadvantages. 

Comprehensive 
Planning Gap 
Model 

Ihis formalized, stepwise, and 
sequential model has been widely 
promoted in the past in certain 


human service fields like mental 
health. According to its prescriptions, 
planning should proceed like this: 

First, comprehensively assess all 
need. 

Second, inventory all service 
capacity. 

Third, compare estimated need 
with estimated capacity and 
identify the gaps. 

Fourth, establish priorities among 
the gaps (unmet need). 

Fifth, develop programs to fill 
priority' gaps. 

This model entails the regular and 
comprehensive use of an array of for- 


Table 3* Alternative needs assessment models compared 

Model 

Relation to need 


Main focus on 


Direct 

Indirect 

Problems 

Need 

Demand 

Comprehensive gap 

X 

X 


X 


Professional judgment 

X 

X 

X 

X 

X 

Popul a ti o n -ba se d 


X 


X 


Utilization/ demand 

X 




X 

Interagency demand 

X 




X 

Problem identification 

X 

X 

X 

X 

X 

Performance 

X 


X 

X 

X 

Government share 


X 


X 


Street studies 

X 


X 

X 


Survey 

X 

X 


X 


Indicators 


X 


X 


Formula 


X 


X 
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Figure 3- Examples of models classified in terms, of calculation and 
interaction 
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mal data collection methods like com¬ 
munity surveys, social indicators, uti¬ 
lization studies, and key informant 
surveys. It is heavily data-based and 
data-driven. 

Advantages 

* The appeal of simplicity. 

* The appearance of a straightfor¬ 
ward procedure. 

* The notion of service gap is 
graphic and the concept is 
employed in other models as well, 
though usually in a more concrete 
and targeted way. 

Disadvantages 

* State Alcohol and Drug Agency 
practitioners report that they are 
rarely if ever asked, by legislators, 
for example, to identify or esti¬ 
mate total aggregate unmet need. 
They are typically asked instead 
about concrete problem areas like 
AIDS, crack babies, and homeless 
addicts (Eberlin Reporting 1989). 

* This model is rarely if ever fol¬ 


lowed in ordinary public agency 
practice. 

* Tf it were attempted, it would be 
exceedingly complex, demand 
immense amounts of data, be pro¬ 
hibitively costly, and still be inde¬ 
terminate. 

Informed 
Professional 
Judgment Model 

Estimates of general need, service 
demand, and service problems are 
ordinarily based in part on the collec¬ 
tive professional judgments of practi¬ 
tioners and experts who work in a 
system. New information is sought, 
not to build a new data base from 
scratch, but to refine, verify, or adjust 
existing knowledge and understand¬ 
ing at the margin. Several State Alco¬ 
hol and Drug Abuse Agency 
directors report that they look to 
needs assessment-type studies and 
data collection not to replace their 
experience-based understanding but 
to refine, test, or confirm it. Whatever 
other approach or model may be 


employed, informed professional 
judgment is an e^ential component of 
every other successful operating 
model. 

Advantages 

• Low in cost (excluding base per¬ 
sonnel compensation) since effec¬ 
tive professionals tend to make 
highly efficient use of existing data 
and information. 

• Often fits the requirements of key 
decisionmakers, like legislators, 
who often place their confidence 
not in data but in the credibility of 
program officials. 

• Versatile and adaptable since an 
effective practitioner can process a 
broad variety of data and informa¬ 
tion without the precision and clo¬ 
sure requ ired by, for example, a 
resea rchev 

Disadvantages 

• Although professional judgment 
may be expressed in summary 
quantitative terms, this may not 
satisfy the data-oriented official 
who wants to "see all the 
numbers.' 

• Some sources of data, information, 
and opinion must already exist to 
serve as grist for the mill of profes¬ 
sional judgment. 

• A highly dynamic environment 
(e.g., of drugs of choice) may 
require minimal new data collec¬ 
tion to update and verify profes¬ 
sional opinions and impressions 

• borne professional judgment is 
poor. 

Population-Based 

Model 

Population data are a common 
component of State and Federal Gov¬ 
ernment formulas for allocating 
money for human services. Adjusted 
for conditions that are considered rel¬ 
evant in particular cases (e,g., age, 
gender, poverty, density, racial mix). 
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population formulas often serve as 
an indicator of need or of problems. 

A variety of criticisms can be lev¬ 
eled at adjusted population-based 
data, but in the area of alcohol and 
other drugs, they appear suitable for 
sub-State allocations of service funds 
(UCSF Institute for Health and Aging 
1986). The Alcohol and Drug Agency 
in Ohio, for example, spent several 
years compiling and evaluating for¬ 
mal need data based on a broad array 
of prevalence estimates, surveys, 
p robl e rrv i nd ica tors, consu m p t i on 
data, population figures, patient 
data, and estimated problem costs. 
This material was incorporated in a 
draft planning document (Mahoney 
1988). It has never been used, how¬ 
ever, as a basis for allocating State 
funds. Adjusted population data are 
used instead. 

Advantages 

* The Alcohol and Drug Planning 
Administrator in Ohio believes 
that population-based allocations 
lead to about the same sub-State 
allocation of funds as would far 
more complicated and costly need 
data approaches. The population 
approach is judged less costly, sim¬ 
pler, more intelligible, easier to 
communicate and more politically 
acceptable than multiple, highly 
technical approaches, 

* Census data are widely available 
and can ordinarily be adjusted in 
terms of dimensions of interest 
(e.g., age, gender, race) without 
difficulty. 

* Need estimates based on popula¬ 
tion tend to be politically popular, 
presumably because distributions 
according to population appear 
equitable—everyone is counted 
and weighted in some way. 

Disadvantages 

* Population data are normally 
drawn from the decennial U,S. cen¬ 
sus. At the present time, the most 
recent available census data are 


from 1980. Even with selected peri¬ 
odic updates, these data are old 
and of declining validity. The 1990 
census is being analyzed now. 

* Census data are available for small 
geographic areas but they may not 
be available for the particular 
areas or regions in which a sub¬ 
stance abuse problem is of greatest 
interest. 

* Census data have historically 
underreported certain segments of 
the population which may be of 
special vulnerability to substance 
abuse problems; e.g„ the home¬ 
less, minorities, and the itinerant 
poor. 

* Population data do not directly 
reveal drugs of choice, patterns of 
use, or the economics of drug use, 

Utilization-Based 
Demand Model 

Unmet demand for services rather 
than unmet need is the basis of this 
model. Program criteria (facilities, 
staffing, treatment modalities, 
caseload patterns, etc.) are developed 
by empirically examining over time a 
set of well-established and well- 
regarded programs to determine 
their requirements. Estimates of 
demand for comparable new pro¬ 
grams in similar demographic situa¬ 
tions are then based on documented 
past empirical experience. 

This model is familiar in human 
services as a demonstration or pilot 
project that is actually subjected to 
systematic documentation and evalu¬ 
ation, The intent of this model is to 
move attention away from global 
and abstract statements of total 
unmet need toward specific, concrete 
service program operations that can 
be empirically associated with mea¬ 
surable levels of input, throughput, 
output, and service demand. 

A rough parallel can be drawn 
between this model and a "market" 
model employed by business to 
gauge the size, dynamic, stability, 
and profitability of a market for a 


new product or service delivered in 
selected test market areas or loca¬ 
tions. The focal point of attention is 
the level and pattern of expressed 
demand that is elicited. 

A variant of this model is the 
"waitlist" model. Waitlists have the 
distinct advantage that they point to 
cases that are already at the door 
waiting to get in, where demand has 
already been expressed. The waitlist 
model deserves further specification 
and discussion. 

Using demand and utilization as a 
basis for new program development 
has been criticized for leading to an 
underestimate of latent (unex¬ 
pressed) demand. But proponents 
argue that the number of people who 
sought services last year, other things 
being equal, is the best predictor of 
the number w r ho will seek it this year. 

Advantages 

• Focuses on concrete evidence of 
expressed demand for a particular 
set of services and not on undiffer¬ 
entiated estimates of aggregate 
need, 

• Generates reliable empirical infor¬ 
mation about service capacity that 
would be required anyway for a 
subsequent phase of traditional 
needs assessment 

• Focuses attention on the important 
relationships between input and 
output and between treatment and 
outcome that are at the heart of 
resource productivity. 

Disadvantages 

• It takes a long period of careful 
observation to establish reliable 
conclusions about the basic causal 
relationships operating in a given 
service model of any complexity. 

• Focusing on expressed demand 
may well inhibit adequate atten¬ 
tion to latent needs for services. 
Constraints on the expression of 
latent demand may relate to inade¬ 
quate information about the avail¬ 
ability of sendees, limited ability 
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to pay, lack of motivation or incen¬ 
tive? to seek out services, or otht?r 
factors. As a consequence, a model 
based on expressed demand alone 
may lead to an understatement of 
total demand. 

• The conditions and circumstances 
under which sendee programs 
operate vary from one locale or set- 
ting to another. The generalizabil- 
ity or transferability of knowledge 
gained from one or two research 
and development sites may be 
limited. 

Interactive 
Interagency 
Demand Model 

This model derives from the fact 
that individuals with alcohol and 
other drug problems who might ben¬ 
efit from services are already on the 
roles of many other State agencies. 
Under this model, personnel of the 
other agencies are trained to identify 
patients who are appropriate for 
referral to specialized alcohol and 
drug abuse diagnostic and treatment 
services. The resulting group of refer¬ 
rals represents a large part of the 
immediate high priority demand for 
State services that has not yet been 
met. Meeting the expressed inter¬ 
agency demand for alcohol and other 
drug abuse services not only serves 
the mission of the alcohol and drug 
abuse agency but also helps other 
State agencies deal with patient sub¬ 
stance abuse problems that inhibit 
them from meeting their own pri¬ 
mary objectives (like improved 
health, employability, or income.) 

Variants of this approach have 
been pursued in States like Washing¬ 
ton and Oregon, At the invitation of 
the Oregon Alcohol and Drug Abuse 
Agency director, several onsite inter¬ 
views w r ere conducted. As the 
description points out, unique 
conditions and structural features in 
Oregon may contribute to the work¬ 
ability of the interactive interagency 
approach. But the basic philosophy 


and elements of this model appear to 
be adaptable to many other State 
circumstances. 

The model is presented in some 
detail because it illustrates the range 
of alternatives beyond traditional 
approaches to needs assessment that 
are available or that can be forged. 
The impatient reader may want to 
jump ahead to a statement of the 
advantages and disadvantages of this 
model. 

Background 

in 1983, the Oregon Legislature 
added a footnote to the State budget 
that required the Mental Health Divi¬ 
sion (MHD) to conduct a broad study 
of the programs, service delivery sys¬ 
tem, and financing of alcohol and 
other drug programs in the State. 
Nine independent volunteer citizens 
were appointed by the MHD as the 
Special Committee on Alcohol and 
Drug Abuse Policy. Based on a study 
with a wide-ranging set of conclu¬ 
sions, the committee recommended 
that the alcohol and other drug pro¬ 
grams be established separately out¬ 
side the MHD, The committee 
described the existing pattern of alco¬ 
hol and other drug programs and 
activities as "fragmented, dispersed, 
uncoordinated, casual, incomplete 
and, in some cases, even ignored" 
(Oregon Special Committee 1984), 

Within 6 months, the Oregon 
Legislature passed a bill acting on the 
committee's findings. It established 
the Office for Alcohol and Drug 
Abuse Programs (OADAP) within 
the Office of the Director of the 
Department of Human Resources 
(DHR) with a broad array of responsi¬ 
bilities for alcohol and other drug 
programs statewide. It also estab¬ 
lished a Governor's Council on Alco¬ 
hol and Drug Abuse Programs 
charged with assessing the impact of 
alcohol and other drug problems, 
developing a biennial State alcohol 
and drug plan, and recommending 
actions and priorities to the 
Governor. 


Among its duties, the new 
OADAP provides support to the 
Governor's council and carries out a 
variety of planning, needs assess¬ 
ment, program development, and 
monitoring activities. These include 
the conduct of a statewide survey of 
providers and consumers about 
unmet needs; ccunty-levcl meetings 
to identify service issues, needs, and 
priorities; and regional meetings in 
which voting occurs on service priori¬ 
ties. Input about services develop¬ 
ment and priorities also comes from 
the Governor's council's biennial 
plan. With the exception of the sur¬ 
vey, these activities are highly interac¬ 
tive and not just data-based and 
data-driven. Within this dynamic 
context, the Alcohol and Drug Office 
also employs an interactive, inter¬ 
agency demand approach for patient 
identification. 

The Interagency Demand 
Approach 

Individuals w ith alcohol and other 
drug problems appear regularly on 
the patient rolls of more than 14 Ore¬ 
gon State agencies ranging from the 
Employment Division through the 
Family Services Division to the State 
Police, Corrections Division, and 
Juvenile Services Commission. In the 
past, alcohol and other drug prob¬ 
lems of many of these individuals 
were unknow n, unidentified, or 
ignored. It had been clearly estab¬ 
lished that some personnel in these 
allied agencies lacked adequate 
knowledge and understanding of 
alcohol and other drug problems or 
the confidence and skill to reliably 
identify and appropriately refer 
those patients to treatment. If they 
remained unidentified, unreferred, 
and untreated, however, substance 
abuse problems became barriers to 
the? accomplishment of the missions 
of these human services agencies 
(e.g., vocational training, employ¬ 
ment, improved health, income, and 
safety). 
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Interagency Training 

To improve the ability of person¬ 
nel in other agencies to identify and 
refer individuals with alcohol and 
other drug problems, OADAP estab¬ 
lished interagency training activities. 
Initially, training took the form of 
documented county-level pilot pro¬ 
jects with several divisions within the 
parent DHR: Children's Services, 
Vocational Rehabilitation, Employ¬ 
ment, Corrections, and Alternative 
Education (Oregon OADAP 1986). 
Training then continued with agen¬ 
cies across the State government. 

Referral 

OADAP entered into agreements 
with other agencies under which 
agency patients with alcohol and 
other drug problems would be 
referred for evaluation and treat¬ 
ment. OADAP provided the neces¬ 
sary training, and the other agencies 
agreed to take alcohol and other drug 
patients on referral for specialized 
services like vocational rehabilita¬ 
tion. In the first year, interagency 
referrals jumped by 25 percent. In the 
second year, the referral Tate 
increased only 3 percent due, partly 
it seems, to the barrier of standing 
waitlists for existing treatment capac¬ 
ity. By the third year, referrals had 
increased by 8 percent. They contin¬ 
ued to rise and now stand at about 9 
percent. Agency satisfaction with the 
approach is reportedly high, and 
patient outcomes are positive. Inter¬ 
agency pressure may now be build¬ 
ing for an increase in the referral rate. 

Advantages 

• The Assistant Director, OADAP, 
emphasizes that this process iden¬ 
tifies individuals who are high pri¬ 
ority for State alcohol and other 
drug services; namely, individuals 
already on the government's roles 
for human services whose alcohol 
and other drug problems are not 
receiving direct attention. 


■ The approach is supported by 
other agencies because it helps 
them with both useful staff train¬ 
ing and with patients whose alco¬ 
hol and other drug problems pose 
barriers to their own program 
goals. 

* Due to a reciprocity feature of this 
model, patients of the alcohol and 
drug agency receive equal priority 
access to services they need from 
other agencies (like vocational 
assistance). This enhances, in turn, 
the effectiveness of alcohol and 
other drug services. 

* In some instances, individuals 
may face the prospect of losing 
regular agency benefits if they do 
not enter treatment. This serves as 
an incentive to the patient and as 
leverage for the referring agency. 

■ Unexpectedly, the enlarged oppor¬ 
tunity for an agency to refer a 
patient with a substance abuse 
problem has lifted staff morale by 
providing new hope for some 
apparently hopeless cases. 

* Significantly, the director under¬ 
scores that it appeals to the State 
legislature because it increases the 
efficiency and effectiveness of an 
array of State programs they have 
already funded. It is viewed as a 
cost-effective arrangement. 

* It may help to coalesce a number 
of agencies around alcohol and 
other drug patient needs. In Ore¬ 
gon, for example, support for fund¬ 
ing alcohol and other drug 
evaluation and treatment has been 
strengthened. 

Disadvantages 

* Unless alcohol and other drug 
service capacity is available or 
expanded to meet the demand 
that comes from new referrals, the 
other agencies may encounter 
waitlists. Long waitlist delays may 
frustrate further evaluation and 
treatment and lead, in turn, to a 
reduction in the incentives for 
referral 

* If the alcohol and other drug treat¬ 


ment provided to newly ret erred 
patients has a low level of elficacy 
or proves of marginal value fo the 
other agencies, the incentive to 
refer will probably be reduced, 

• Resistance to treatment may lead 
some newly referred alcohol and 
other drug patients to drop out of 
the programs from which they 
were initially referred. 

* For reasons worth exploring fur¬ 
ther, some agencies are unwilling 
or unable to make treatment refer¬ 
ral for a serious substance abuse 
problem a precondition for the 
continuation of agency services. 

This reduces the individual s 
incentive to enter or complete 
treatment. 

Comment 

Several special conditions appear 
to contribute to the workability of 
this approach in Oregon; for exam¬ 
ple, a central location for the OADAP 
and an active Governor s Council on 
Alcohol and Drug Abuse Programs 
with statewide coordination func¬ 
tions, The purposes, basic logic, and 
major elements of the approach, how¬ 
ever, appear adaptable to many other 
State settings. Officials of both Ore¬ 
gon and Washington point out that 
this approach requires a considerable 
effort and active interagency commit¬ 
ment and cooperation. Further exami¬ 
nation and documentation of the 
Interagency Demand Model seem 
highly desirable. 

Problem 

Identification and 
Analysis Model 

The focus of this approach is on 
concrete, pressing service problems 
facing an agency rather than on 
abstract notions of total need; for 
example, the crack epidemic, cocaine 
babies, AIDS, and homeless abusers. 
Specific responses to these problems 
are tailored to the nature, structure, 
dynamic, and causes of each prob- 
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lem. Relevant new information is 
developed not by comprehensive, 
cyclical, formal processes but by an 
array of activities (both interactive 
and analytic) suited to each specific 
problem. One-time special analytic 
problem/issue papers or targeted 
studies and analyses that draw on 
varying data sources are common. 
This is an incremental rather than 
a global model Relevant service need 
and demand are appraised in the con¬ 
text of each concrete problem (Ilatry 
et al, 1987). Many State Alcohol and 
Drug Agencies (e,g., Iowa, Missouri, 
Washington, New York, and Oregon) 
appear to employ elements of this 
approach. A problem/issue paper is 
often employed, 

A problem/issue paper is a writ¬ 
ten presentation that attempts to 
identify and describe the main fea¬ 
tures of a significant problem. It 
defines the problem, a first step 
toward further analysis, A prob¬ 
lem/issue paper may stand by itself 
or serve as a framework for planning 
additional research and analysis. It 
might cover these basic topics: 

* What is the real underlying prob¬ 
lem? 

• What objectives are to be pursued? 

* What current activities relate to 
this problem and who is involved? 

* What political and other signifi¬ 
cant factors affect the problem? 

* What alternative programs or 
activities should be considered? 

• What are estimated costs associ¬ 
ated with each major alternative? 

• What are recommendations for fol¬ 
lowup and next steps? 

A problem/issue paper is one of 
the most inexpensive and potentially 
helpful tools available to the public 
agency practitioner. The analytic con¬ 
tents of an issue paper are outlined in 
tank? 4. 

Advantages 

• This is a focused approach 
directed toward pressing and 
emergent concrete problems and 


Table 4. Illustrative outline of a problem/issue paper 

What is the problem? 

* What seems to be the real problem? 

* What are the causes of the problem? To what extent are they known? 

* What specific population (patient) groups are affected? 

* What is the magnitude of the problem? I low widespread is it now? 
How large is it likely to be in the future? 

Objectives and evaluation criteria 

* Toward what public objectives are or should programs for meeting 
the problem be directed? What are the fundamental purposes rather 
than the immediate physical outputs? 

* How can estimates of progress toward these objectives be measured? 
Identify appropriate evaluation criteria (measures of effectiveness). If 
these do not seem directly measurable, substitute indirect indicators. 

Current activities and who's invoked 

* What other government agencies, sectors of the community, or other 
levels of government, in addition to this one, are attempting to 
address the problem 7 

* What programs and activities relevant to the problem are being 
undertaken by this government? 

* What are the existing State policies (specify statutes and executive 
policy) in terms of target groups, service levels and administrative 
approaches related to the problem? 

Political and other significant factors 

* Are there major political factors that seem to affect the problem? 

* Are there any unusual and significant resource or Liming limitations 
on remedies for the problem 7 

* What changing economic or social condition? are likely to substan¬ 
tially affect this problem and in what ways? 

Alternatives 

* What alternative programs or activities should be considered? 
Describe the major characteristics of each. 

Estimated costs 

* What cost information is currently available? 

* What information is available on the costs of the major alternatives 7 

* What are the principal budget constraints and likely sources of funds? 

Recommendations for fat low up 

* What is recommended as the next step related to the timing and scope 
of followon analysis, who should do the analysis, and should the 
analysis be quick response or in depth? 

* What are the major data problems likely to be associated with an 
indepth analysis? How might these problems be met? 


Source: Ha try et al, 1987, pp. 149-151 
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not toward global estimates of 
total unmet need. 

* Problem analysis does not ordinar¬ 
ily require specific disciplinary 
skills but it does require an organ¬ 
ized; inquiring and sharply ana¬ 
lytic cast of mind. 

• The principal costs of this 
approach are usually limited to 
the analyst's time. Since the 
approach ordinarily rests on the 
use of existing or readily available 
data; no major costs are necessary 
for extensive new data collection. 

• The approach is flexible. A good 
analyst can rapidly evaluate a new 
problem and, if necessary; conduct 
"quick and dirty" or rapid turn¬ 
around analysis or prepare a prob¬ 
lem issue paper in weeks rather 
than months, 

• Importantly, a problem analysis 
will focus on the causes of a prob¬ 
lem as well as its signs and symp¬ 
toms and on remedies as well as 
head counts. 

Disadvantages 

* Problem analysis is art and craft; 
and many individuals have no 
experience, skill; or knack for it. 

* The approach assumes that some 
information that could be used in 
analysis probably already exists. 

In the case of problems that seem 
to emerge rapidly (e,g., crack and 
crack babies), that assumption 
may not hold. 

Performance Model 

Under this model, analytic activi¬ 
ties are directed to needs and 
demands not met by existing service 
programs. The model rests on the 
principle that if needs are to be met 
adequately, services must have a min¬ 
imum level of effectiveness in terms 
of patient outcome. This model 
emphasizes that an important share 
of unmet need consists of the needs 
of individuals who are already receiv¬ 
ing services but whose needs are 
being met only partially or inade¬ 


quately by those services. The model 
requires an examination of services, 
perhaps on a sampling basis, to iden¬ 
tify whether patient problems have 
been accurately identified and diag¬ 
nosed on intake, whether treatment 
services are appropriate and ade¬ 
quate, whether treatment practices 
are effective, whether followup and 
aftercare are appropriate and ade¬ 
quate, and whether treatment out¬ 
comes are positive. 

Advantages 

* Emphasizes needs of patients 
already in service that are poorly 
met or unmet. Few other models 
do this, 

* hocuses on the importance of the 
effectiveness of existing (or pro¬ 
posed) services to meeting patient 
needs. 

Disadvantages 

* Requires considerable thought 
and attention to the levels of per¬ 
formance existing programs are 
expected to meet. 

* May entail significant costs since 
careful evaluation takes time. 

* May threaten program directors 
and staff. 

Government Share 
Model 

Under this model, approximate 
general estimates of likely statewide 
patients in need of sendees are made 
using existing data sources and best 
professional judgment. Then a deter¬ 
mination is arbitrarily made of the 
share of the potential total caseload 
that should be the responsibility of 
State programs, given existing and 
expected levels of resources. The 
agency then sets about expanding 
existing service capacity to 
accommodate the expected new 7 
caseload. Further refinement of 
patient needs occurs as program 
development proceeds. 


In Missouri, for example, the State 
agency has used a variety of iormal 
and informal information sources to 
estimate roughly that there are about 
284,000 potential alcohol and other 
drug service patients. State policy is 
to expand service capacity from 
about 25,000 to 57,000 to accommod¬ 
ate a State share of about 20 percent 
of the total. 

Advantages 

• An incremental rather than global 
approach. 

• Uses existing data and informa¬ 
tion as a basis for a general esti¬ 
mate of global need, 

• bases the estimated government 
share on existing and likely avail¬ 
able resources and on notions of 
the State's desired role in the over¬ 
all service system. 

Disadvantages 

• Relies on an abstract and general 
notion of gap. 

• Requires focused attention to the 
specific problems, target groups, 
and programs that fail w ithin the 
government's 20-percent share. 

Ethnographic or 
"Street Studies" 
Model 

Under this model, formally called 
the ethnographic approach, trained 
field workers directly monitor drug 
activity on the street. The premise of 
this model is that valuable knowl¬ 
edge about some substance abusers 
and addicts, their behaviors, and 
changing substance use and abuse 
cannot be found through technical 
means like indicators and household 
surveys but must be secured directly 
where drug activity is occurring. 
Another variant of this premise is 
that if you want to find individuals 
in need of high priority services you 
should look for them where they are 
likely to be in some numbers: near 
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drug markets, in jails, in hospital 
emergency rooms, among homeless 
people, and otherwise on the street. 

One version of the ethnographic 
model has been employed by the 
New York State Division of Sub¬ 
stance Abuse Services. A team con¬ 
sisting of a supervisor and seven 
carefully selected field workers con¬ 
tinuously monitors drug activity on 
the street in New York City, 'calling 
the office each day, debriefed weekly 
and writing reports monthly on their 
findings" (l.ipton undated). The team 
monitors major areas of drug dealing 
in New York City, conducts semian¬ 
nual studies of a panel of public 
schools and special studies of areas 
like video game rooms, housing pro¬ 
jects, and recreational areas. Findings 
of this effort are provided to alcohol 
and drug agency directors, the 
police, legislators, and community 
leaders (Lipton undated). Similar spe¬ 
cial studies could be directed to the 
homeless, jail inmates, and neighbor¬ 
hoods. 

Advantages 

• The approach has the potential to 
reach groups that are often 
beyond the scope of traditionfd for¬ 
mal needs assessment methods. 

• The information developed has a 
high degree of currency and some 
of it would not be available 
through conventional sources. 

Disadvantages 

• The approach requires the use of 
specially trained and experienced 
personnel who also understand 
and can move easily within the 
drug subculture. 

• There is some danger in being a 
field observer, 

• Findings may not be generalizable 
given that informal sampling 
occurs and that observations may 
not be representative. 


Survey Model 

The survey has been routinely 
identified as a method for needs 
assessment purposes. The survey 
approach can be applied to a general 
population or to a specific locality, 
demographic subpopulation, or any 
set of individuals including service 
patients, providers, agency officials, 
and problem experts. Surveys may 
be conducted directly, by phone, or 
by mail. They may solicit reports on 
personal problems or on the per¬ 
ceived problems of others. 

The two major surveys sponsored 
by NIDA, the National Household 
Survey on Drug Abuse and the 
National I figh School Senior Survey, 
can be used for needs assessment pur¬ 
poses (see appendix B). Surveys of 
alcohol and other drug use among 
school children are also relatively 
common at the State level as are spe¬ 
cial purpose surveys of key infor¬ 
mant groups like providers. 

Advantages 

* A survey can reach beyond indi¬ 
viduals who are readily accessible, 
like service patients and provider 
staff, 

* A survey can be flexible and 
adjusted in scope, focus and level 
of detail. 

* Properly designed and conducted, 
a survey can be systematic and 
meet standards of validity' and 
reliability. 

Disadvantages 

* Survey methods such as probabil¬ 
ity sampling and interview ing are 
expensive. The NIDA National 
Household survey, for example, 
costs about $3 million to reach 
8,000-9,000 respondents. Compara¬ 
ble statewide surveys may require 
3,000-5,000 respondents (to permit 
local estimates) and cost nearly as 
much as a national sample survey. 

* Many individuals vulnerable to 
substance abuse (e,g., itinerant 


poor and homeless people) are 
usually beyond the reach of con¬ 
ventional surveys, 

• Sensitivity, denial, stigma, illegal¬ 
ity, and privacy concerns inhibit 
respondents from full disclosure 
and thus lead to significant under¬ 
reporting of problems, 

• Refusal to participate and higher 
than normal nonreturn rates for 
questionnaires may pose threats to 
the validity and reliability of 
findings. 

• Like other varieties of need data, 
the results of one-time surveys 
may become obsolete fairly rap¬ 
idly, especially since n complex 
survey may take a long time to 
conduct and particular substance 
abuse practices may change fairly 
rapidly, 

• A State-level survey that would be 
sufficiently large to permit conclu¬ 
sions about major sub-State areas, 
like counties, would be prohibi¬ 
tively expensive. 

Indicators Model 

In the absence of direct indicators 
like surveys and clinical diagnoses, 
some propose indirect or proxy indi¬ 
cators as a basis for estimating need. 
Demographic indicators that can be 
derived from census data (like age, 
income, gender, and race) are com¬ 
monly used in need estimating. 
Unfortunately, little is known about 
the actual relationship between most 
general social indicators and either 
alcohol or drug abuse. Thus many 
analysts consider their value prob¬ 
lematic (see, e g., AEDS 1981). 

A second variety of indicator, the 
problem indicator, is intended to be 
more directlv tied to the needs/prob¬ 
lems being estimated. In the alcohol 
area, these include deaths due to cir¬ 
rhosis of the liver, alcohol-related 
auto accidents and fatalities, and sui¬ 
cide. Problem indicators constitute 
an important part of AEDS. 

In the area of drug problems, indi¬ 
cators commonly examined include 
drug-related emergency room 
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appearances and deaths, drug- 
related death data from medical 
examiners, and drug-related arrest 
data. 

Advantages 

* Many indicators can be derived 
from existing data bases (e.g., cen¬ 
sus data, coroner reports, emer¬ 
gency room statistics) and 
therefore do not require the 
expense of new data collection. 

* Indirect indicators may draw on a 
wide array of sources that might 
be incorporated in a combined 
index of need. 

* In the absence of direct means of 
estimating need (e.g,, expensive 
epidemiologic or statewide sur¬ 
veys), indirect indicators offer one 
additional source of potential 
information. 

Disadvantages 

* Social indicators should rest on 
meaningful statistical correlation. 
They do not directly indicate 
cause and effect. 

* The meaningful use of indicators 
requires some theory or frame¬ 
work that specifies the relation¬ 
ship between a given indicator 
and the prevalence of problems or 
need. 

* Some of the indicators in common 
use (e.g., cirrhosis mortality) may 
signal the prevalence of advanced 
stage alcoholism but appear to 
have limited utility for estimating 
those in the early stages of prob¬ 
lem drinking or alcoholism. 

Formula Model 

This model could be viewed as a 
variant of the social or problem indi¬ 
cator models, but it aspires to a 
greater degree of specificity and pre¬ 
cision. Under this model, estimates of 
need are made using an arithmetic 
formula (e.g„ A“(PD/K)R) where the 


terms represent quantitative values 
of variables like number of deaths 
per year due to cirrhosis of the liver. 

Formulas have historically been 
used by some States, usually to esti¬ 
mate alcoholism in a population 
group. Need formulas are many and 
wide ranging and include an early 
one by Jcllinek (based on cirrhosis 
deaths); variants of Jellinek by 
Schmidt and de Lint and by Brenner; 
one by Ledermann based on esti¬ 
mates of daily alcohol consumption; 
the Marden procedure based on 
assumptions about the constant pro¬ 
portion of problem drinkers in differ¬ 
ent age, sex, and occupation groups; 
and a variety of others. Unfortu¬ 
nately, each of these proposed formu¬ 
las suffers from significant 
oversimplifications and limitations, 
many of which are reviewed in the 
survey by AEDS (1981). Though the 
use of existing formulas has been 
fairly widespread due to their conve¬ 
nience, they do not have a reputation 
for basic validity and are not recom¬ 
mended for routine use. 

Advantages 

• The appeal of convenience and 
simplicity. 

• The appearance of rigor and 
precision. 

• The ease of application, especially 
to large population aggregates like 
the Nation. 

Disadvantages 

• All formulas have substantial limi¬ 
tations that call their results into 
question. 

• Even formulas that appear to gen¬ 
erate satisfactory global estimates 
(e.g., for the Nation) tend to break 
down as they are applied to ever 
smaller geographic or subpopula¬ 
tion groups. 

• Static formulas do not capture the 
dynamics of a changing problem 
condition (e.g., like a drug-of- 
choice epidemic). 


Other Models 

Obviously, a variety of other mod¬ 
els for alcohol and other drug pro¬ 
gram development around the 
country could be identified. If docu¬ 
mented, they would add to the array 
of available alternatives for estimat¬ 
ing and responding to need, demand, 
and problems in a practical way. 

The Mixed Model 

In reality, State practices do not 
ordinarily conform to pure models. 
Rather, they consist of mixed ele¬ 
ments that are selected, fitted, and 
adapted to the unique conditions and 
circumstances of a specific State. 
Mixed models are used, for example, 
in Oregon, Iowa, Virginia, and New 
York. 

A reasonable and workable mixed 
model would probably— 

• Rest on clearly stated purposes 
and ini ended functions; 

• Use existing data and information 
whenever feasible and reasonable; 

• Combine elements of both formal 
calculation and social interaction; 

• Regularly involve key stakehold¬ 
ers responsible for the financing, 
development, management, opera¬ 
tion, and utilization of alcohol and 
other drug services; 

• Be oriented to identifying and ana¬ 
lyzing pressing problems rather 
than to assessing global need; 

• Requiie low to moderate costs for 
new data and information 
collection; 

• Emphasize practicality and rele¬ 
vance to an operating alcohol and 
drug agency, not elegance, science, 
or abstract utopian concepts; 

• Produce results that are socially 
and politically credible and accept¬ 
able in the light of other related 
data and information; and 

• Seek to generate information that 
is roughly right rather than pre¬ 
cisely wrong. 
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Chapter 5—Summary Guidance 


Guidance of a general and specific 
nature has appeared throughout this 
monograph. This chapter summa¬ 
rizes, consolidates, and extends it. 

General Guidance 

* Keep the alternative reasons or 
motives for analyzing need, 
demand, and problems clearly in 
mind. Ask these questions: 

- Why are you considering an 
analysis or needs assessment? 
Internal request? External man¬ 
date? Advocacy? Other reasons? 

- Who are the intended users of 
new information? What kind of 
information do they want? can 
they use? 

- Mow much time, budget, and 
skill do you have for an analy¬ 
sis or assessment? 

- How much detail in results are 
minimally acceptable? 

- How much precision do you 
require? want? are willing to 
pay for? 

• Be modest in expectations about 
what any given formal needs 
assessment data collection activity 
will show. Data do not speak for 
themselves. 


* Use a combination of both formal 
calculating and interactive 
approaches whenever feasible. 

* Ask neighboring States about their 
experiences with need, demand, 
and problem analyses and 
assessments. 

* Use a resource level or budget con¬ 
straint when setting priorities. 
Unconstrained estimates will 
result in piedn-the-sky results, 

* Acknowledge the value-laden 
character of needs assessment and 
openly deal with it. 

* Needs assessment activities may 
take substantial time and money. 

In any specific application, will it 
be worth it? Use basic estimates of 
costs and benefits when deciding 
whether to do a needs assessment 
and what kind to attempt. 

* Fit your analytic or assessment 
tool, method, and approach to 
your specific circumstances and 
requirements. 

* How current will your new assess¬ 
ment information be? In time all 
data become obsolete. How rap¬ 
idly are your service problems and 
programs changing? 

* Consider practical alternatives to 
doing a formal and full-scale anal¬ 


ysis or assessment like the devel¬ 
opment of a problem/issue paper. 
* Do not abandon common sense. 


Brief Conclusion 

This monograph, and particularly 
this concluding chapter, has pre¬ 
sented discussion and guidance to 
help State Alcohol and Drug Agen¬ 
cies strengthen alcohol and other 
drug treatment services by better 
identifying, assessing, and analyzing 
service needs, demands, and prob¬ 
lems, It has stressed the existence of 
many alternative approaches and 
methods. It has also highlighted the 
value of mixed models that con¬ 
sciously combine tools of formal cal¬ 
culation with mechanisms of social 
interaction. Several State directors 
have emphasized the importance of 
considering the advice given here not 
as the end point but rather the rontin ■■ 
uation of a process of learning and 
application that will yield newer 
models and more successful varia¬ 
tions that can assist alcohol and drug 
abuse agency administrators in meet¬ 
ing the compelling needs of their 
patients. 
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Appendix A 


I dentified below is a small set of 
suggested readings that pro¬ 
vide more concrete detail and 
pros and cons on traditional 
methods that have been pro- 
posed for formal needs assessment 
(e.g., surveys and social indicators). 
Unfortunately, there does not yet 
exist a comparable set of readings 
about approaches to needs assess¬ 
ment that are more interactive (e.g., 
the performance model or interactive 
interagency model). 

In general, the literature on tradi¬ 
tional approaches to needs assess¬ 
ment is fairly large but uneven, often 
hortatory, repetitive, and somewhat 
dated. Some key items arc fugitive 
and hard to access because they have 
never appeared in published form. 
Even some of the sources listed 
below may now be out of print and 
available only through copying. 

There is clearly no one best source 
on needs assessment. And few 
sources deal specifically with alcohol 
and other drug abuse problems. 
None are adequate to guide a practi¬ 
tioner through a given method (e.g., 
a survey) in cookbook fashion. The 
items identified below will, however, 
lead the practitioner further into 
issues, concerns, and better practices. 
Several contain bibliographies that 
lead to a broader literature. 


Suggested Readings 


Surveys of 
Alternative 
Approaches to 
Needs Assessment 

National Institute of Mental 
Health. A Manual on State Mental 
Health Planning , Part III-C. DIIEW 
Pub, No. (ADM)77-473. Available as 
Stock No. 0174)24-00649-1 from 
Superintendent of Documents, U.S. 
Government Printing Office, Wash¬ 
ington, DC 20402; or from the Sys¬ 
tems Development and Planning 
Section, Division of Applied and 
Services Research, NIMH, Room TIC- 
25, Parklawn Building, 5600 Fishers 
Lane, Rockville, MD 20857, 

Benson Jaffee. Assessing commu¬ 
nity mental health heeds. In; W. Aus¬ 
tin and W. Hersey, eds. Handbook on 
Mental Health Administration. New 
York: Josscy Bass, 1982, 

Belle Ruth Wit kin. Assessing Needs 
in Educational and Social Programs , San 
Francisco: Jossey-Bass, 1984. 


Reviews and 
Critiques 

Alcohol Epidemiologic Data Sys¬ 
tem of the General Electric Company, 
"Current Practices in Alcoholism 
Treatment Needs Estimation: A State 
of the Art Report," August 31,1981. 
Available from the Epidemiology 
Branch, DBE, N1AAA, Room 14C-26, 
Parklawn Building, 5600 Fishers 
1 ,ane, Rockville, MD 20857. 

Wayne A. Kimmel, "Needs Assess¬ 
ment: A Critical Perspective," Dec. 
1977. Available from Office of Pro¬ 
grams Systems, Office of the Assis¬ 
tant Secretary for Planning and 
Evaluation, U.S. Department of 
Health and Human Services, Room 
447D, 200 Independence Avenue, 
S.W., Washington, DC 20201. Also 
appears in Ralph M. Kramer and 
Harry Specht, eds. Readings in Com¬ 
munity Organization Practice. 3rd ed, 
Englewood Cliff, NJ: Prentice Hall, 
1983. 

UCSF Institute for Health and 
Aging. Measures of Drug, Alcohol 
and Mental 1 lealth Disorders, and 
State Fiscal Capacity. In: Review amt 
Evaluation of Alcohol, Drug Abuse and 
Menial Health Sendees Block Grant 
Allotment Formulas. Final Report 
1986. Available from Financing and 
Services Research Branch, NIDA, 
Room 9A-42, Parklawn Building, 

5600 Fishers Lane, Rockville, MD 
20857. 
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Suggested Readings 


Impact and Results 
of Using Needs 
Assessment 

There is little published literature 
on what difference needs assessment 
actually makes in practice. Some dis¬ 
cussion of this topic appears in Kim- 
mel (1977 or 1983) and Belle Ruth 
Witkin (1984), On the whole, this is a 
neglected subject. 


Other Related 
Readings 

Harry F, Goldsmith; E . Lin; R.A. 
Bell; and D.J. Jackson, eds. Needs 
Assessment: Its Future. Series BN No. 
8, DHHS Pub. No. (ADM)88-1550. 
Washington, DC: Supt. of Docs,, VS. 
Govt, Print. Off., 1988. 

Harry P. Hatry, Louis Blair, Don¬ 
ald Fisk, and Wayne A. Kimmel. Pro¬ 
gram Analysis for State, and Local 
Governments. 2nd ed, Washington, 
DC: The Urban Institute, 1987. 

CE, Lmdblom and D.K, Cohen, 
Usable Knoioledge, New Haven: Yale 
University Press, 1979. 
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Appendix B—Selected National Data 
Sources of Possible Relevance to State 
Service Need, Demand, and Problem 
Studies and Assessments 


I n addition to State-level data 
and information that may be 
used for studies of alcohol and 
other drug service problems, 
needs, or demands, several 
sources with a national or multi-State 
scope may be useful to individual 
States. Most of the descriptive infor¬ 
mation presented here has been sup¬ 
plied by ADAMHA. 

It should be noted, as Thacker of 
Virginia reminds us (personal com¬ 
munication), that there are significant 
limitations on the extent to which 
valid extrapolations can be made 
from some of these general national 
data sources. The statistical strengths, 
weaknesses, and limitations of some 
of these sources have yet to be ade¬ 
quately articulated. 

Alcohol 

The Alcohol Epidemiologic Data Sys¬ 
tem (AEDS), funded by NIAAA in 
1982, was based on a methodology 
for estimating discrepancies between 
need (as measured by prevalence 
population estimators) and demand 
(as measured by alcohol treatment 
service utilization statistics). Risk 
indices (or factors like death due to 
alcohol-related cirrhosis or motor 
vehicle crashes) were associated with 
State- and county-level socio¬ 


demographic variables in the Mental 
Health Demographic Profile System, 
This model was subsequently elabo¬ 
rated and data were compiled for 
each of the 3,106 U.S. counties. It is 
currently being updated with data 
from 1980-85. 

Many of the AEDS population esti¬ 
mators are based on the decennial 
census. Since census data are now 
nearly 10 years old, the utility of that 
data is dubious. It will be several 
years before the 1990 census data are 
available. AEDS remains, however, 
the best single source for a variety of 
data that can be used at the State and 
county level. State officials report 
that they use AEDS-type data in its 
original form since the State supplies 
the data used in AEDS. 

Seventh Special Rejiort to the U.S . 
Congress on Alcohol and Health, This 
report was requested by Congress 
and prepared by NIAAA (Rockville, 
MD: the Institute, 1990.) It "contains 
current information on the health 
consequences of using alcoholic bev¬ 
erages and a description of current 
research findings on alcohol abuse 
and alcoholism." Chapter 2 is 
devoted to epidemiology and 
includes aggregate national data on 
consumption, alcohol-related morbid¬ 
ity and mortality, and adverse social 
consequences in the general popula¬ 
tion and among women, adolescents 


and young adults, older adults, the 
homeless, and racial and ethnic 
minorities. 

Broadening the Base of Treatment for 
Alcohol Problems, This is a report of a 
study by a Commission of the Divi¬ 
sion of Mental Health and Behavioral 
Medicine, Institute of Medicine 
(Washington, DC: National Academy 
Press, 1990). It vcas funded by 
NIAAA in response to a request by 
Congress in 1986. Chapters 10, 11, 
and 12 are devoted to several topics 
of direct relevance to analyzing need, 
demand, and service problems: the 
assessment of an individual's alcohol 
problem, matching treatment to the 
assessed problem, and determining 
the outcome of treatment. Prevalence 
data are contained in the four chap¬ 
ters (14-17) of Section IV devoted to 
Special Populations in Treatment. 

Drugs 

The National Household Survey on 
Drug Abuse. This national prevalence 
survey began in 1971 and remains 
the single most important measure of 
drug abuse in the general population. 
It was conducted every 2 to 3 years 
until 1989 when it became an annual 
survey. The first two studies (1971 
and 1972) were sponsored by the 
National Commission on Marijuana 
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Selected National Data Sources 


and Dangerous Drugs. NIDA has 
sponsored the remaining six. The 
methodology has been comparable 
for all of them: respondents are inter¬ 
viewed in their homes by trained 
interviewers using self-ad ministered 
answer sheets and standardized 
methods to maximize response valid¬ 
ity. All data are confidential and 
anonymous. Respondents are ran¬ 
domly selected within age categories 
from a multistage area national prob¬ 
ability sample of households in the 
coterminous United States, The 
household population includes more 
than 98 percent of the U.S. popula¬ 
tion. In 1988, as in previous surveys, 
young people (12 to 34 years of age) 
were oversampled in order to obtain 
more stable estimates of drug use for 
that age group. Blacks and Hispanics 
were also oversamplcd to produce 
more accurate estimates of drug 
abuse among these population 
groups. 

High School Senior Survey* This 
large-scale epidemiologic survey of 
drug abuse was initiated in 1975 
through a NIDA grant awarded to 
the University of Michigan's Institute 
for Social Research, This survey is 
based on a probability sample of pub¬ 
lic and private high school seniors in 
the contiguous United States. The 
measures and procedures employed 
have been standardized and applied 
consistently to the data collection 
since 1975. This survey measures 
drug abuse prevalence among high 
school seniors and Is conducted annu¬ 
ally, Through a longitudinal study of 
a subsample of each class, matura- 
tional factors associated with drug 
abuse are monitored. 

This survey excludes dropouts or 
absentees (on the day of the survey) 
and may therefore result in some¬ 
what conservative estimates of drug 
abuse in the age group reflected by 
the senior class population. How¬ 
ever, the stability of the survey pro¬ 
vides excellent data for monitoring 
drug abuse trends, including inci¬ 
dence and prevalence rates as well as 
related changes in attitudes about 


drugs. The followup design in the 
survey provides drug abuse informa¬ 
tion subsequent to high school 
graduation. 

Drug Abuse. Warning Netzvork 
(DAWN). DAWN is a large-scale 
ongoing drug abuse data collection 
system sponsored by NIDA. DAWN 
data are collected from a nonrandom 
sample of emergency room and medi¬ 
cal examiner facilities, DAWN col¬ 
lects information only about those 
drug abuse occurrences that have 
resulted in a medical emergency 
and/or death. The major objectives 
of the DAWN data system include 
the monitoring of drug abuse pat¬ 
terns and trends, identification of sub¬ 
stances associated with drug abuse 
episodes, and the assessment of 
health hazards associated with drug 
abuse. 

Emergency room data in the 
DAWN system are primarily from 
facilities located in 21 metropolitan 
areas throughout the continental 
United States and a national panel of 
emergency rooms. The medical exam¬ 
iner data are collected from 27 metro¬ 
politan areas. Within each partici¬ 
pating facility, a designated DAWN 
reporter is responsible for identifying 
drug abuse episodes by reviewing 
official records and transcribing and 
submitting data on each case. A num¬ 
ber of quality control procedures are 
used to assure that DAWN data are 
as accurate and methodologically 
consistent as possible. 

Community Epidemiology Work 
Group (CEWG). CEWG is sponsored 
by NIDA's Division of Epidemiology 
and Prevention Research. It consists 
primarily of researchers from 
selected metropolitan areas of the 
United States. There were 19 in 1989, 
These researchers meet semiannually 
with NIDA staff, experts from 
European countries, and representa¬ 
tives of other areas. The primary 
functions of the CEWG include provi¬ 
sion of current evaluation of drug 
abuse patterns and trends, indication 
of new abuse substances, identifica¬ 
tion of groups most likely to be 


affected, and the transfer of epidemio¬ 
logic information. Proceedings of the 
CEWG are published for administra¬ 
tive use only. 

Drug Use Forecasting (DUF), This 
project is supported by the National 
Institute of Justice, U.S. Department 
of Justice. Since 1987, researchers 
have gone: into selected cities of the 
United States to interview and obtain 
voluntary urine specimens from per¬ 
sons who had recently been arrested. 
Although this study does not employ 
a probability sample, it is repeated in 
the same cities over time and can be 
used for some trend analysis. 

Both Alcohol and 
Other Drugs 

National Drug and Alcoholism Treat¬ 
ment Unit Survey (NDATUS). This 
national survey, the joint effort of 
NIDA and NI AAA, is designed to 
measure the location, scope, and char¬ 
acteristics of drug abuse and alcohol¬ 
ism treatment and prevention 
facilities, services, and activities 
throughout the United States. 
NDATUS is the only survey that 
includes private as well as publicly 
funded programs. Data collected 
from all treatment units include unit 
identification, type and scope of serv¬ 
ices provided, sources of funding, 
and staffing information. NDATUS 
provides information that helps State 
and local governments to assess the 
nature and extent of private as well 
as State-supported treatment and pre¬ 
vention programs and to identify 
unmet needs in programs targeted at 
particular subpopulations, such as 
youth. 

77i*? State Alcohol and Drug Abuse 
Profile (SADAP), This survey is spon¬ 
sored by NIDA and NIAAA and has 
been conducted annually since 1982 
by the National Association of State 
Alcohol and Drug Abuse Directors 
(NASADAD). The data are obtained 
for all 50 States plus the District of 
Columbia, Puerto Rico, and other 
American territories. The purpose of 
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SADAP is to provide aggregate State- 
level treatment data to replace the 
data collected by N1DA and NIAAA 
data systems preempted by 1981 Con¬ 
gressional legislation. This survey col¬ 
lects aggregate treatment program 
data on funding allocations and treat¬ 
ment unit and patient characteristics 
in a uniform format using statistics 
that are already available at the State 
level. The matrices (both drug and 
alcohol) used by this system for 
reporting patient admissions were 
adopted for the 1987 NDATU5 in an 
attempt to reduce the reporting bur¬ 
den for the States. 

Other Related 
Sources 

Epidemiological Catchment Area 
(ECA) Program . The ECA Program 
was sponsored by NIMH and con¬ 
sisted of collaborative community 
and institutional surveys of at least 
3,500 respondents in five different 
communities between 1980 and 1984: 
New Haven, CT; Baltimore, MD; St, 
Louis, MO; Durham, NC; and Los 
Angeles, CA. The 18,572 household 
respondents were then analyzed to 
examine the onset of four groups of 
disorders: major depressive episode, 
anxiety disorders, drug abuse or 
dependence, and alcohol abuse or 
dependence. In addition to the preva¬ 
lence survey of each site's sample, 
there was also a 1-year followup 
interview. 

The National Adolescent Student 
Health Survey (NASHS). This was a 


one-time survey sponsored by the 
American Alliance for I Iealth, Physi¬ 
cal Education, Recreation and 
Dance/Association for the Advance¬ 
ment of Health Education, the Ameri¬ 
can School Health Association, and 
the Society for Public Health Educa¬ 
tion, Funding was provided by the 
Office of Disease Prevention and 
Health Promotion, the Centers for 
Disease Control, and NIDA. This was 
a nationally representative sample of 
8th and ICth grade students through¬ 
out the country. It was conducted in 
the fall of 1987 and was designed to 
determine the health knowledge, 
attitudes, and behaviors of young 
people in the United States. The 
results are intended to provide infor¬ 
mation for school and community 
health problems and to help deter¬ 
mine appropriate public policies 
regarding adolescent health, 

1988 National Maternal and Infant 
Health Survey (NMIHS). NIDA, in col¬ 
laboration with the National Center 
for 1 Iealth Statistics (NCHS), spon¬ 
sored a series of questions on this sur¬ 
vey. The NMIHS is a national 
probability survey of United States 
women who had a live birth, still¬ 
birth, or an infant who died before 1 
year of age in 1988. Data collection 
was completed in late 1989, and a 
followup survey of participating 
mothers was fielded in 1990. The 
questions sponsored by NIDA will 
provide information on smoking 
tobacco, the use of marijuana, or the 
use of cocaine during pregnancy. 
Responses to these questions will 
provide prevalence rates for these 


specific types of substance abuse dur¬ 
ing pregnancy, the proportion of 
mothers who stop or reduce use of 
these substances during pregnancy, 
and the association between sub¬ 
stance abuse during pregnancy and 
child development through 2 years 
old. 

National Longitudinal Survey (NLS). 
The National Longitudinal Survey of 
Labor Market Experience of Youth is 
an ongoing followup survey spon¬ 
sored by the Bureau of Labor Statis¬ 
tics. It included a national sample of 
approximately 12,000 men and 
women who were 14 to 21 years of 
age in January 1979, Yearly inter¬ 
views have been conducted with 
more than 90 percent of the original 
respondents since 1979. The 1988 sur¬ 
vey included information about drug 
use obtained in the 1984 interview 
and complete pregnancy records for 
women, including information about 
prenatal care, alcohol and tobacco 
use during pregnancy, and the length 
and weight of each child at birth. An 
additional 5,500 children of the 
female participants have been evalu¬ 
ated in terms of cognitive, socio- 
emotinnal, and physiologic aspects of 
their development. An interagency 
agreement was developed between 
NrDA and the Bureau of Labor Statis¬ 
tics to add three sets of questions 
about illicit drug use for the 1988 
round of the NLS, These questions 
included the recency and frequency 
of marijuana and cocaine use and 
questions about the use and fre¬ 
quency of use of marijuana and 
cocaine during pregnancy by females 
who gave birth since 1987. 
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Appendix C 


Federal 

Edgar Adams, Director, Division of 
Epidemiology and Statistical 
Analysis, NIDA, ADAMHA, 

Barry Brown, Division of Applied 
Research, NIDA, ADAMHA. 

Walton Francis, Director, Office of 
Policy and Regulatory Analysis, 
Office of the Assistant Secretary for 
Planning and Evaluation, HI IS. 

Iris Gelberg, National AIDS Program 
Office, Office of the Assistant 
Secretary for Health, HHS. 

George Kanuck, Public Health 
Advisor, DSA, OTI, ADAMHA, 

Nicholas Kozel, DESA, NIDA, 
ADAMHA. 

Maury Lieberman, Planning 
Specialist, Division of Education and 
Service Systems Liaison, NIMH. 

Ronald W. Manderscheid, Chief, 
Survey and Reports Branch, Division 
of Biometry and Applied Science, 
NIMH. 

Anna Marsh, Public Health Advisor, 
DSA, OTI, ADAMHA 

John Noble, Deputy Director, 
Division of Biometry and 
Epidemiology, NIAAA, ADAMIIA. 

Beny Primm, Director, OTI, 
ADAMHA. 

Frank Tims, Division of 
Epidemiology and Statistical 
Analysis (DESA), NIDA, ADAMHA. 

Thomas R. Vischi, Deputy Director, 
Division for State Assistance (DSA), 
OTI, ADAMHA, 


List of Interviewees 


State 

William Butynski, Executive 
Director, National Association of 
State Alcohol and Drug Abuse 
Directors (NASADAD). 

Clark Campbell, Systems Chief, 
OADAP, DHR, Oregon. 

Diane Canova, Director of 
Government Policy, NASADAD, 

Ken Eaton, Federal Liaison, State of 
Michigan Washington Office, 

Jack Gustafson, President, 
NASADAD and Deputy Director, 
New York Division of Substance 
Abuse Services, 

Jereal Holly, Fiscal Services, Alcohol 
and Drug Abuse Agency, Maine, 

Andy llomer, Research and 
Evaluation Coordinator, DADA, 
Missouri, 

Jeffrey Kushner, Assistant Director, 
Office of Alcohol and Drug Abuse 
Programs (OADAP), Department of 
Human Resources (DHR), Oregon. 

Linda Lewis, Deputy Assistant 
Secretary for Alcohol and Drug 
Abuse, Florida Department of Health 
and Rehabilitative Services. 

Brian Mahoney, Planning 
Administrator, Bureau of Alcohol 
Abuse and Recovery, Department of 
Health, Ohio. 

Lois Olson, Director, Division of 
Alcohol and Drug Abuse (DADA), 
Missouri Department of Mental 
Health. 


Ken Stark, Director, Division of 
Alcohol and Substance Abuse, 
Department of Social and Health 
Services, Washington. 

Wayne 1 hacker. Director, Office of 
Substance Abuse Services, VA 
Department of Mental Health and 
Mental Retardation. 

Marilyn Wachel, 
Planning/Evaluation Manager, 
OADAP, DHR, Oregon, 

Janet Zwick, Director, Division of 
Substance Abuse and Health 
Promotion, Iowa Department of 
Public Health. 

Private Sector 

Mamie Dean, Information Specialist, 
Project Share, Bethesda, MD. 

Harry Hatry, Director, State and 
Local Research Program, Urban 
Institute, Washington, DC. 

Priscilla Lewis, Information 
Specialist (CSR, Inc ), OSAP National 
Clearinghouse for Alcohol and Drug 
Information, Rockville, MD, 

Chris Thomas, United Way of 
America, Alexandria, VA. 
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